Case report
A 26-year-old male presented with bilateral lamellar cataracts visualized on slitlamp examination and Scheimpflug Imaging (Figure 1 ). His best-corrected visual acuity was 20/60 OD and 20/40 OS. He elected to undergo bilateral FLACS followed by implantation of a multifocal intraocular lens (IOL). During femtosecond laser treatment (Catalys Precision Laser System, Optimedica, Sunnyvale, CA, USA), in-built . Both eyes had similar lens morphology and densitometry on Scheimpflug images and a similar error was encountered in the other eye as well. The laser energy settings were maximized with three passes and set at five micro-joules. Lens fragmentation was performed using the quadrant grid pattern with a 350-mm grid size.
Following the femtosecond procedure, the capsulotomy was found to be free floating and nuclear removal was completed using the irrigation-aspiration probe only. A single-piece multifocal IOL ZMBOO with a þ 4D add was placed in the capsular bag. At the 2-week follow-up his best-corrected vision was 20/20 OU and J1 OU. Comment FLACS has been used for pediatric cataracts. 2, 3 Primary multifocal IOL implantation has been shown to be effective for teenage-onset bilateral cataracts. 4, 5 This report highlights intraoperative modifications required in cases of lamellar cataracts to accurately identify the lens anatomic boundaries permitting successful FLACS. It is possible that this issue can be encountered with other types of congenital and acquired cataracts as well and warrants careful confirmation of the anatomical boundaries and readjustment as required. It is important for surgeons using FLACS to be aware of how laser and software settings may need to be modified intraoperatively.
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The authors declare no conflict of interest. We would like to congratulate Xin et al 1 on their prospective, observational case-control study of retinal and choroidal thickness (CT) evaluation by spectral domain optical coherence tomography in patients with obstructive sleep apnea-hypopnea syndrome (OSAS). The study presents, for the first time, CT alterations in OSAS patients; however, we think that some important issues need more thorough discussion.
The choroid of the eye is one of the most highly vascularized tissues of the body, and it is the major blood supply to the retina. 2 It is known that the choroid is prone to suffer from microvascular atherosclerotic changes and changes inherent to other microvascular systems. 3 However, the authors did not exclude the subjects having systemic diseases except diabetes, and about 50% of the participants were indicated to have hypertension. Also, hyperlipidemic subjects and smokers were not excluded, although both of them were shown to affect CT. 4, 5 As body mass index of OSAS group in their study is significantly higher than that of controls and systemic diseases are often comorbid with OSAS, expecting hypercholesterolemia more in OSAS group is reasonable. It is obvious that including patients having hypertension and other systemic diseases may affect the conclusion of the CT studies. Although the number of the patients and controls having the hypertension are matched, severity and duration of the systemic diseases could not be standardized. Therefore, it should be kept in mind that, CT alterations seen in Xin et al's study might be due to the underlying systemic diseases and concomitant treatment in patients.
Not only systemic diseases, but also ocular conditions including axial length and refractive error are known to influence CT. 6 The authors stated in their study that age and diopter were corrected using covariance analysis before comparing CT between the groups. However, spherical equivalent refraction is not stable throughout life. Myopic shifts can occur especially in elderly patients because of nuclear cataract progression. In this study, OSAS patients tended to be older than controls, although not significantly. So, considering axial length measurements instead of refractive status would be more accurate particularly in old population. Thus, we also wonder that whether the authors paid attention to the concomitant nuclear sclerosis in their patients that might influence the refractive status and consequently the results of their study.
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Ophthalmology Department, Bozok University Faculty of Medicine, Yozgat, Turkey E-mail: alihasanbayhan@hotmail.com Giant cell arteritis (GCA) or temporal arteritis can cause profound and irreversible visual loss through anterior ischemic optic neuropathy (AION), posterior ischemic optic neuropathy, central retinal artery occlusion (CRAO), branch retinal artery occlusion (BRAO), choroidal infarction, and central nervous system stroke. 1 We present a case where permanent vision loss was prevented by prompt recognition of the condition seen on fluorescein angiography (FA). To our knowledge, this is the first report of fluorescein angiographic evidence of reversible retinal circulatory abnormalities associated with GCA.
Case report
A 62-year-old woman presented with complaints of complete loss of vision in the right eye on waking in the
